Abstract. The aim of the article is to present the results of a sociological investigation with the aim to analyze the research data on subjective and objective life quality factors for breast cancer patients and to discover the key factors influencing quality of life the most at the start of treatment. To achieve this goal a survey of 300 breast cancer patients recently having undergone a mastectomy was conducted at the Pauls Stradins Clinical University hospital. The questionnaire covered an array of social factors and a set of standardized life quality indicators. The quantitative data was supplemented with qualitative material from 14 in-depth interviews. The results showed that breast cancer patients, at the beginning of treatment, evaluated their quality of life mainly average or good. The primary factors negatively influencing quality of life were insubstantial finances, inadequate social and emotional support at the first weeks after diagnosis.
Introduction
Current medicine recognizes that it is crucial to understand and uncover social and psychological needs of patients for better results in treating illness. To understand the development of particular ailments and overall improve population health much attention is now being paid to aspects contributing to patient quality of life as well as their subjective perception and attitudes towards treatment (Adler: 2008; Antonovsky: 2001; Gray: 2003) .
Cancer affects one in three of Europe's population including Latvia's inhabitants. In medicine, measurements of quality of life help to assess which treatment methods improve and which reduce a patient's quality of life; when to choose palliative and when clinical treatments. Subjective disposition and life quality evaluation is also essentially important in the process of treatment and rehabilitation of patients. Generic surveys on population quality of life (European Quality of Life Survey, 2008; EU-SILC, 2010) and detailed research on general population quality of life (Bela & Tisenkopfs, 2006; Silis, 2010) and health related quality of life for particular maladies (Kozinova & Tomsone, 2010; Ivanovs & Buike, 2011) have been previously conducted in Latvia. As of today, no standardized measures are being used in Latvia for evaluation of life of breast cancer patients. This paper discusses results from a multidisciplinary research project that concentrates on investigating relations between social, genetic, clinical and treatment therapy factors influencing treatment of breast cancer patients and patients with hereditary genome mutations at the Pauls Stradins Clinical University Hospital. This paper presents data analysis on patients' subjective evaluation of life quality from data obtained in quantitative surveys and qualitative in-depth interviews. Health related SHS Web of Conferences quality of life is analysed in light of the patient subjective evaluations of key standardized factors (Testa & Simonson, 1996; Bowling, 2005) and explained through the physical, psychological and social aspects being influenced by a person's experience, beliefs, expectations and perceptions (Urbach, 2005) .
Methods
The paper is based on the results of the breast cancer patients' survey conducted (April 2010 -June 2012) at the Pauls Stradins Clinical University Hospital. All patients undergoing a mastectomy operation were invited to take part in the study. In most cases, patients consented and the survey was conducted by the researchers on the next day after surgery or later during a follow-up visit at the hospital. The universe (N=2285) of the target group consisted of the persons being ill with breast cancer and who have received surgical, combined and complex treatment in the survey period in Latvia (The Centre of Health Economics, 2013). The recommended sample size was 291 with the margin error 5.3%, and the confidence level 95%. The attained sample is 300. In all collected interviews, 276 respondents answered the quality of life section of the 10 page questionnaire.
Hereditary breast cancer gene carriers (14) were interviewed from May 2011 until September 2012. The quality of life questions were modelled according to the WHOQoL-BREF measurement system (WHOQOL Group, 1998; Skevington et al 2004) and covered the four primary groups of factors: a) health and physical state, b) functional and social state, c) financial state and leisure time, d)surroundings/environmental state. Respondents were also asked to evaluate the importance of the main factors to determine their particular quality of life needs. Information is portrayed in percentages and means with confidence intervals calculated at a 95% confidence level.
Qualitative in-depth interviews were carried out with hereditary breast cancer gene carriers from different typological groups. The sample of participants was selected from a national database that comprises data on hereditary cancer history and genetic tests for BRCA1/2 mutations. The database included 296 women identified with BRCA1 or BRCA2 genetic mutations; among those 44% of them have been treated for breast cancer, 37% treated for ovarian cancer and 19% were unaffected by cancer. The final purpose sample was created for these four health groups of women and included 4 women untouched by cancer, 7 were treated for breast cancer, 2 treated for ovarian cancer and 1 for both ovarian and breast cancer. The interviews took place at a hospital or in patients' homes. An audio recording was made of each interview and an interview guideline was used as the research instrument. The study was approved by the Ethical Committee of Riga Stradins University.
Results

Respondents' profile
The age of respondents of the quantitative survey ranged from 28 to 92 years with a mean age of 62.2, nearly half of the patients were 65 and older (47%). 49.7% of the respondents were married or living with a partner, but among 65 and older respondents only 31.9% had a spouse and 51.1% were widowed.
Half of patients were retired and living from state pensions, while 38.3% were working, 3.7% were housewives, 2% -unemployed and 4.3% were permanently disabled. The average income per family member each month noted by the patients undergoing breast cancer surgery was 190.76LVL (Std. Deviation ±95.70LVL; Std. Error 5.74), the national average net wage in 2011 was rated at 330LVL. The state minimum consumer basket value for 2011 was 173LVL and average old-age pensions were only 178LVL (Central Statistical Bureau of Latvia, 2012). Among 65 and older respondents, 65.4% (CI ±7.9%) had an average monthly income below the state minimum consumer basket, while for respondents younger than 65 a total of 40.8% (CI ±7.6%) had a lower income. The respondents of in-depth interviews were in the age from 26 up to 64. Four of the women were under the age of 40, five were in their forties, three were in their fifties and two were over the age of 60.
Ten of the interviewed women were married, two had long-term partners, one was separated and one was divorced. All except three of the participants had children. Seven of the women were employed, three were housewives, one was retired, one was permanently disabled and two were unemployed. Within the sample of 14 women identified as BRCA1/2 gene mutation carriers all except 3 had a family history of cancer and only 4 had other relatives who have been tested and diagnosed with the gene mutation.
Standardized indicators of quality of life
The subjective evaluation for patients' quality of life was measured using a quantitative survey of standardized indicators as part of a larger survey covering an array of social and life-style factors influencing quality of life. The majority of the interviewed patients evaluated their quality of life as being average or good at the beginning of treatment (see Table I ). One 3 rd of the respondents, prior to the treatment, evaluated their health as good, while from the three overall ratings the emotional state received the most critical evaluation. Negative factors contributing to lowered quality of life ratings were mainly linked to breast cancer patient financial and emotional state at the first weeks of treatment. Differences were observed among two main age groups -those under 65 and those 65 and older.
The following part of this article focuses on the analysis of factors which are the most influencing the quality of life after diagnosis of breast cancer. Health was rated as the most important of factors that influence the quality of life and 92.2% of patients rated it as absolutely important, yet access to health services was absolutely important only to 35% of patients. Rating their state of health in the last few weeks, 3% of patients classified their health as very good, 34.8% rated it as good, while 31.9% -as bad or very bad. Majority of patients (72.2%), prior to the of cancer diagnosis, were suffering from other chronic health problems.
When considering detailed evaluation of quality of life in four groups of factors, the highest rates were for questions referred to surroundings and environment state. More than 80% of the respondents rated each factor with the top two highest values. The lowest estimation regarding to surroundings and environment state was to accessibility of health care services where 5.2% were not at all satisfied, 8.1% a little, and 10.4% partially.
Personal relationships was the second most important factor which influences the quality of life where 84.4% (CI ±4.5%) saw it as an absolute priority. Being useful to family, ability to do housework and ability to be physically active were evaluated with top most importance by more than half of the patients. A difference among the two main age groups was seen for evaluating to what extent life has meaning. It was very positive among respondents younger than 65 were 73.1% (CI ±7.2%), but drastically decreased among 65 and older (only 52.7% (CI ±8.5%)). The following part of this article focuses on the analysis of factors that are the most influencing the quality of life of patients after diagnosis of breast cancer where quality of life factors have been explained additionally through qualitative interview material. 2.9% ± 2.0% 4.0% ± 2.3% 6.5% ± 2.9% 9.1% ± 3.4% 75.0% ± 5.1% 2.5% ± 1.9%
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Discussion
Only the sick go to see a doctor
The Eurobarometer (2012) value survey, conducted in the spring of 2013, showed that Europeans see health as the most important factor for their happiness (75%), followed by love (41%). (pg. 15). The same is noted by our survey. But while health is of the utmost importance for most patients' life quality, the respondents admitted that they don't undergo regular mammography and gynaecological checkups. Despite to the fact they are aware that regular health check-ups can reduce the risk of cancer, the majority of respondents visit doctor only when they are encountered with the influence of the disease or if there are serious health problems. Interviewed patients expressed general confusion regarding available diagnostics and distrust of medical intervention. "In a way I let it go -I really didn't want there to be anything, when I visited the oncologist after my gynecologist sent me. He asked me -how do you feel? Well, how could I feel? Nothing was hurting. He said that there is something there, but then -don't worry, come back after half a year. [. . . ] His attitude was so careless. As I wanted to hear that there is nothing wrong, so I left his office with a light heart. If I had known then that you can puncture and take a biopsy, I would have done it, if there was a suggestion like this!" (MK, 48).
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Accessibility of health care services, like in the quantitative survey, is evaluated low by the respondents of in-depth interviews. Waiting for several months for state financed medical examinations that cost generally 1-7 LVL was noted. Alternatively, patients could pay extra to get treatment faster, yet many could not afford it. After surgery, patients undergoing further therapy noted expenses of 50-70 LVL a month on treatment, for many which is nearly half or a third of the monthly income.
is one of the reasons patients noted as the reason of avoiding medical examinations and treatment is the attitude of medical personnel and state of medical facilities. Patients point the lack of support and involvement from general practitioners (locally known as family doctors) and gynecologists.
"She isn't a family doctor; I don't know what she is. A family doctor has to be more versatile and that's why she can't have so many patients at one time. She is a pharmaceutical trader, a middleman, that's what she could be" (LS, 61).
Looks aren't everything
Complete satisfaction with their outer appearance was rated by only 11% with ¼ of patients not wanting or being able to give an answer. Significant difference is linked with age and level of health prior to the surgery, among patients, ≤ 44 the importance of outer appearance was rated the highest with 20% being completely satisfied, while for patients ≥ 65, more than one third chose not to answer this question. The outer appearance as a completely important factor for quality of life after a mastectomy operation was rated by more than half (52%) of patients 44 and younger, but the importance declines for each subsequent older group. Patients have a choice to undergo reconstructive surgery after a mastectomy, but the expenses regarding the income level are too high, and the physical distortion put emotional strain on younger women.
"He (boy-friend) accepts me as I am, but in quiet he has mentioned that I could have the reconstruction done. Of course, who doesn't want a woman lying next to him with both breasts? We have talked about this, we have discussed that it is a difficult operation and that right now it costs a lot of money" (SM, 44).
The need for social and emotional support
For most women, the diagnosis of breast cancer, especially at the beginning of treatment, was unanticipated and leads to a great need for emotional support. The stress leading up to treatment was clearly reflected in the quantitative survey results, 13% of patients rated their emotional state two weeks before surgery as very low. Personal relationships were one of the most important factors influencing quality of life of the patients with 84.4% seeing it as an absolute priority. Completely satisfied with support from family and friends were 72.8% of interviewed patients.
The need for positive personal relationships and emotional support was stressed by in-depth interviews.
"The most important -contact with other people," If you are alone, you get more depressed. We need a lot of contact. I need to believe and to live a very calm life -no worries" (TV, 53). "It is important to have the sort of way of life and relationships with people that enable you to preserve peace with oneself and others. From day to day, it's important to see the people around you who understand and support you, help to reduce stress. Optimism is what helps" (VK, 52).
As the top most importance the ability to do housework and ability to be physically active was rated by more than half of the patients (71.7%; 69.7%). Positive evaluation was common for functional and social state, half of the patients were completely satisfied about their abilities to do everyday tasks (62.7%), keep up personal relationships (50.4%) and find meaning in their lives (63.4%).
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Financial state, employment and leisure
Financial state and leisure time were the factor groups with the lowest ratings in quantitative research. With nearly half of the patients being retired and the average income per family member barely above the state minimum consumer basket value, the financial situation was completely satisfactory for 12.7%, while 20.7% pf respondents were not at all or a little satisfied with their finances. Yet financial status does not influence quality of life equally for all patients, differences in importance can be seen by age groups. Older patients put a lot less significance on finances with only 38.8% of patients ≥ 75 rating it as a priority, but finances as the utmost important for quality of life rated 78.3% by among those ≤ 44. At the same time, financial well-being is one of the main drivers of care for health for elderly even if they put greater value in family ties (Silis, 2010) . Additional expenses are required for breast cancer patients' treatment and diet: to finance co-payments for surgery, medical examinations, and prescription drugs, and, at the same time, trying to implement a healthy diet, pay utility bills and travel expenses. In many cases, a patient's income per capita was just above the poverty level and they did not qualify for financial social assistance.
" (SM, 44) .
If the household has been granted the status of low-income, the cancer patients are in a better position than patients whose incomes are just slightly above the specified level for financial support. About 16% of the patients were not able to enjoy their life in the last few weeks prior to undergoing treatment and a total of 25.4% noted that opportunity for leisure activities was not at all available to them. Patients were often still working in the weeks leading up to surgery, they were responsible for the household and didn't have the financial means to spend on entertainment.
" 
Changes in quality of life
When considering the previous two weeks prior to the interview, the most frequent evaluation for overall quality of life was good, in total 47.8% of answers, while the next most likely answer was neither bad nor good with 34.4%. Still, 16% of the respondents in total perceived their quality of life being bad or very bad.
There has been much research done on chronic illness leading to patient biographical disruption (Bury, 1982; Lawton, 2003) as well as accepting illness as normal in situations of general hardship (Pound et al., 1998; Williams, 2000) . Especially for older people, health problems are expected and accepted as normal (Sanders, 2002), but in some cases the addition of cancer to other existing health problems can heighten the disruptive experience (Sinding & Wiernikowski, 2008) .
Nevertheless, the in-depth interviews showed that following the diagnosis of cancer, patients, due to their emotional vulnerability and physical impairment, were faced with re-evaluating and changing relationships with family and friends.
" figure it out] yourself" (LS, 61) .
After the oncological diagnosis, interviewed patients had to undergo surgery, as well as chemotherapy and/or radiation therapy. As a result, patients' state of physical capabilities deteriorated, complicating their work duties. Among the patients interviewed in-depth, 5 were already unemployed for a long period with limited opportunities to find a job or simply to choose to be housewives, 2 had switched to working part-time and switched to a less stressful line of work, and 1 was on long-term sick leave.
Conclusions
At the beginning of treatment, the interviewed breast cancer patients generally rate their quality of life as being average or good. Negative factors contributing to lowered quality of life are mainly linked to their financial, social and emotional state at the first weeks of treatment. The improvement of these factors for patients can be addressed at a national and medical facility level. Over time, it could be possible to improve financial support for patients undergoing breast cancer treatment, with prolonged sick leave and treatment coverage, and improve patients' awareness of the illness and diagnosis so that it can be treated at an earlier stage with lower expenses.
Due to the fact that many individuals have not experienced any symptoms and have undergone regular medical check-ups, the diagnosis of cancer came to many as a shock. The primary issue that can be addressed by medical staff at the early treatment stages is to support patients and improve their quality of life. Moral support should be available from the primary surgeon, family physician and nursing staff, or, alternatively, patients should be directed to a psychological councilor. There is also a need to improve availability of verified and expert approved information about the illness, treatment options and financial support. The lack of public awareness of the necessity to participating in the breast cancer screening program has been noted by the Cabinet of Ministers which has decreed an oncology illness control program during 2009-2015 that is aimed at improving primary prophylactics, national cancer screening, treatment, palliative care and methodical surveillance of the field (The Cabinet of Ministers of the Republic of Latvia, 2011). When trying to evaluate different types of treatment and quality of life correlations, it is essential to take into account differences among age groups. Divergent factors are at play in influencing quality of life for older and younger patients. All age groups place health and personal relationships as priorities for their quality of life, yet when it comes to physical function, outer appearance, finances, leisure and the environment importance varies depending on respective age groups.
